The authors reply: To the Editor:
We agree with Dr. Bassler that the exercise period of 7 months may have been too short to affect progression of disease. Indeed, in our paper' (page 120, paragraph 5) we stated: ". It is also possible that the experimental period may have been to brief; had we continued the study for a longer period, a change in progression of disease might have been evident."
The statement that Dr. Bassler has quoted is taken from the abstract which, as requested by the editor, has been kept concise and informative. Thus, our conclusion refers only to the study population and has been softened by the phrase "does not appear." This conclusion was expanded upon in the discussion part of our paper.
The brief case report is interesting. We concur that long-term studies are essential and this is underway. 
2-D Echo and LA Thrombi
To the Editor:
We believe that the article by Mikell et al.' does not adequately stress the limitations of two-dimensional echocardiography in the detection of left atrial thrombi in patients with prosthetic mitral valves. The majority of thrombi adheres to part of the mitral valve prosthesis2' 3 and may not independently attach to the left atrial wall. Increased echoes in the region of the prosthesis due to thrombi are usually difficult to distinguish from reverberations from the prosthesis itself and the "defining characteristics" proposed by Mikell et al.' may not be adequate.
We had a recent example of this problem in a patient with severe rheumatic valvular stenosis who in June 1979 had mitral and aortic Bjbrk-Shiley prosthetic valves inserted. Her subsequent anticoagulation was complicated by two major bleeds, necessitating temporary substitution of antiplatelet agents for her Coumadin. Her Coumadin was restarted because of the high frequency of thrombotic complications in patients with Bjdrk-Shiley prostheses off anticoagulants.3 However, she later sustained three separate transient ischemic attacks. On examination her prosthetic mitral clicks appeared more mul.ed than before. Carotid angiography was normal. A two-dimensional echocardiogram, using the same instrument that the authors describe, showed a large, dense mass of echoes extending from the mitral prosthesis and filling most of the left atrium ( fig. 1) . The bright echoes were present in two planes and remained despite variations in gain settings.
We are generally very conservative about diagnosing mass lesions on prosthetic valves. While some of the abnormal echoes appeared due to reverberations, we had not seen so large a mass of echoes in the region of a prosthetic valve during 4 years of two-dimensional echocardiographic experience. Because of the patient's temporary inadequate anticoagulation, muffled prosthetic sounds, transient ischemic attacks and abnormal echocardiogram, a large thrombus adherent to the mitral prosthesis was suspected and exploratory cardiotomy was carried out. To our surprise, this showed normal aortic and mitral prosthetic valves with no evidence of valvular or left VOL 61, No 3, MARCH 1980 atrial thrombus. The patient did well postoperatively and has now resumed normal activity.
We agree with Mikell et al.' that two-dimensional echocardiography is generally useful in the detection of intracardiac thrombi, and have successfully documented thrombi in many patients in our own laboratory. However, in patients with prosthetic valves, particularly nonheterograft valves, two-dimensional echocardiographic studies for perivalvular thrombi should be interpreted with great caution. BRIAN W. GILBERT, M.D. HARRY RAKOWSKI, M.D. Mt. Sinai Hospital and Toronto General Hospital, Toronto, Canada
